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Question #: 21 
1p:55194 Which of the following is INCORRECT regarding the treatment of genital herpes: 
onea 
Y Fiag question Select one: 
[sero fescoscs Provide adequate pain relief X 
Completel tov 
Ca HAN aay al Rose Wang (ID:113212) this answer is correct. Taking antiviral 


therapy can reduce the incidence of transmission, but it does not 
eliminate viral shedding completely, and therefore cannot completely 
prevent transmission. 


partners by taking an 
antiviral agent 


Prevent transmission to sexual partners by using barrier methods during intercourse (i.e. condoms) X 


Keeping the area dry and washing hands can help manage genital herpes * 


{ Correct] 
Marks for this submission: 1.00/1.00. 
TOPIC: Sexually Transmitted Infections (STIs) 


LEARNING OBJECTIVE: 
To understand the treatment of genital herpes. 


BACKGROUND: 


Genital ulcers involve genital herpes, syphilis, lymphogranuloma venereum (LGV), and chancroid. The two 
most common are genital herpes (caused by herpes simplex virus) and syphilis (caused by Treponema 
pallidum). Nucleoside analogues (e.g. acyclovir, famciclovir, valacyclovir) can help reduce the duration of viral 
shedding, acute pain, and appearance of new lesions if used within 72 hours of onset. However, oral therapy 
does not completely prevent viral shedding. Asymptomatic shedding is possible with genital herpes, and 
thus, condoms should be used. Goals of therapy involve stopping viral replication, accelerating healing of 
skin lesions, relieving acute neuritis, and preventing postherpetic neuralgia. Nonpharmacological options 
involve keeping the rash clean and dry, washing hands, covering fluid-filled blisters, not touching the rash, 
avoiding the use of topical antibiotics and dressings with adhesives (use sterile wet dressings to relieve 
discomfort if required). 


RATIONALE: 
Correct Answer: 
* Completely prevent transmission to sexual partners by taking an antiviral agent - Taking antiviral 


therapy can reduce the incidence of transmission, but it does not eliminate viral shedding completely, 
and therefore cannot completely prevent transmission. 


Incorrect Answers: 


* Provide adequate pain relief - Acute neuritis can occur as a symptom of genital herpes, and thus 
pain relief is important. 


* Prevent transmission to sexual partners by using barrier methods during intercourse (i 
condoms) - This statement is correct. 


+ Keeping the area dry and washing hands can help manage genital herpes - These are 
nonpharmacological treatment options that can help manage genital herpes. 


TAKEAWAY/KEY POINTS: 


Nucleoside analogues can help reduce the duration of viral shedding, acute pain, and appearance of new 
lesions if used within 72 hours of genital herpes onset. However, oral therapy does not completely prevent 
viral shedding. 


REFERENCE: 


Question #: 22 


1D: 55207 


Incorrect 


Question # 23 


[1] Evans GA. Herpesvirus Infections. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 

[2] Grennan T. Sexually Transmitted Infections. In: Compendium of Therapeutics Choices. Ottawa, ON: 
Canadian Pharmacists Association. https://myrxtx.ca. 

[3] Public Health Agency of Canada. Canadian Guidelines on Sexually Transmitted Infections (CGSTI). 
Government of Canada. Updated April 4, 2019. http://www.phac-aspc.ge.ca/std-mts/sti-its/cgsti-Idcits/index- 
‘eng.php. 

[4] van Schwalkwyk J, Yudin MH, et al. Vulvovaginitis: screening for and management of trichomoniasis, 
vulvovaginal candidiasis, and bacterial vaginosis. Journal of Obstetrics and Gynaecology Canada. 


2015;37(3):266-274. doi: 10.1016/S1701-2163(15)30316-9. 
The correct answer is: Completely prevent transmission to sexual partners by taking an antiviral agent 


Which of the following infections does NOT require drug treatment of sexual partners? 


Select one: 
Syphilis % 
Trichomoniasis % 


lymphogranuloma * 


veshnin Rose Wang (ID:113212) this answer is incorrect. Lymphogranuloma 


venereum requires all recent (= 60 days) parmers to be treated. 


Bacterial vaginosis ¥ 


Marks for this submission: 0.00/1.00. 
TOPIC: Sexually Transmitted Infections (STIs) 


LEARNING OBJECTIVE: 


To understand which sexually transmitted infections require treatment of sexual contacts. 


BACKGROUND: 


There are multiple sexually transmitted diseases that require treatment of partners. These include: chlamydia, 
gonorrhea, lymphogranuloma venereum, pelvic inflammatory disease (could be due to chlamydia or 
gonorrhea), syphilis (requires partner testing for late latent disease but the treatment of partners within 3 
months) and trichomoniasis. 


Some STIs don't require treatment of partners such as anogenital warts (condoms can reduce transmission), 
bacterial vaginosis, genital herpes (condoms can reduce transmission) and vulvovaginal candidiasis (unless 
recurrent infections), 


RATIONALE: 
Correct Answer: 


e Bacterial vaginosis - Bacterial vaginosis does not require partners to be treated 


Incorrect Answers: 
e Syphilis - Syphilis requires all partners within 3 months to be treated. 


e Trichomoniasis - Trichomoniasis requires current sexual partners to be treated. 


e Lymphogranuloma venereum - Lymphogranuloma venereum requires all recent (< 60 days) partners 
to be treated. 


TAKEAWAY/KEY POINTS: 


Anogenital warts, bacterial vaginosis, genital herpes, and vulvovaginal candidiasis (unless recurrent 
infections) don't require partners to be treated. 


REFERENCE: 
[1] Grennan T. Sexually Transmitted Infections. In: Compendium of Therapeutics Choices. Ottawa, ON: 
Canadian Pharmacists Association. https://myrxtx.ca. 

[2] Public Health Agency of Canada. Canadian Guidelines on Sexually Transmitted Infections (CGST)). 
Government of Canada. Updated April 4, 2019. http://www.phac-aspc.gc.ca/std-mts/sti-its/casti-Idcits/index- 
eng.php. 

[B] van Schwalkwyk J, Yudin MH, et al. Vulvovaginitis: screening for and management of trichomoniasis, 


vulvovaginal candidiasis, and bacterial vaginosis. Journal of Obstetrics and Gynaecology Canada. 
2015;37(3):266-274. doi: 10.1016/S1701-2163(15)30316-9. 


The correct answer is: Bacterial vaginosis 


1D: 55177 Pregnant females with bacterial vaginosis can be safely treated with which of the following? 


Corect 


Select one: 


Fluconazole 150'mg PO for 1 dose % 
Clindamycin 2% intravaginal cream for 7 days or metronidazole 0.75% intravaginal cream for 5 days * 
Metronidazole 500 v 


mg PO BID for 7 Rose Wang (ID:113212) this answer is correct. Systemic metronidazole 
Ges (preferred) is the first-line for symptomatic pregnant females with bacterial 
vaginosis. 


Clindamycin 300 mg PO BID for 7 days or clindamycin 2% intravaginal cream for 7 days X 


| Correct | 
Marks for this submission: 1.00/1.00. 
TOPIC: Sexually Transmitted Infections (STIs) 


LEARNING OBJECTIVE: 
To understand the treatment of bacterial vaginosis in pregnancy. 


BACKGROUND: 


Vaginitis with discharge is commonly caused by three different infections which lead to vaginal discharge: 
Trichomoniasis (caused by Trichomonas vaginalis), bacterial vaginosis (caused by Mycoplasma and 
Gardnerella vaginalis) and vulvovaginal candidiasis (VVC) (caused by Candida albicans). Trichomoniasis often 
has an off-white or yellow frothy discharge with an odour and itchiness, bacterial vaginosis often has a large 
amount of grey or milky discharge with a fishy odour but no itchiness, and VVC has a white clumpy and 
curdy discharge with itchiness but no odour. 


Treatment for trichomoniasis with oral metronidazole (2 g PO single dose or 500 mg PO BID for 7 days) is 
recommended except in asymptomatic pregnant women. 


For bacterial vaginosis, antibiotic treatment with vaginal clindamycin (5 g PV daily for 7 days), oral 
clindamycin (300 mg PO BID for 7 days), vaginal metronidazole (5 g PV daily for 5 days; if > 3 episodes/year 
then 5 g PV daily for 10 days then 5 g PV twice weekly for 4-6 months) or oral metronidazole (500 mg PO BID 
for 7 days; if > 3 episodes/year 500 mg PO BID for 10-14 days; alternative is 2 g PO as a single dose). Oral 
clindamycin is an alternative option due to Gl side effects and risk for Clostridium difficile colitis. Vaginal 
clindamycin and vaginal/oral metronidazole are preferred treatments. A single dose metronidazole has an 
increased risk of failure and increased risk for Gl side effects. 


In pregnancy, treatment for bacterial vaginosis is important to prevent premature birth. Pregnant patients 
who are high-risk asymptomatic (e.g. preterm birth in the past) or symptomatic, should be treated with 
systemic metronidazole instead of vaginal formulations. Vaginal clindamycin has been associated with side 
effects in newborns. Oral metronidazole is preferred; however, clindamycin can also be used. 


For VVG, treatment involves intervaginal azoles such as clotrimazole (200 mg tablet PV x 3 days; 500 mg 
tablet as a single dose; 1 applicatorful of 1% cream daily for 6 days or 3 days if using 2% cream) or oral 
fluconazole (150 mg PO for one dose). 


RATIONALE: 
Correct Answer: 


* Metronidazole 500 mg PO BID for 7 days - Systemic metronidazole (preferred) is the first-line for 
symptomatic pregnant females with bacterial vaginosis. 


Incorrect Answers: 


+ Fluconazole 150 mg PO for 1 dose - Systemic fluconazole is not used to treat bacterial vaginosis. 


Clindamycin 2% intravaginal cream for 7 days or metronidazole 0.75% intravaginal cream for 5 
days - Intravaginal creams are not recommended for treating bacterial vaginosis in pregnant females. 


Clindamycin 300 mg PO BID for 7 days or clindamycin 2% intravaginal cream for 7 days - 
Intravaginal creams are not recommended for treating bacterial vaginosis in pregnant females due to 
adverse outcomes in newborns. 


TAKEAWAY/KEY POINTS: 


In pregnancy, high-risk asymptomatic and symptomatic patients should be treated for bacterial vaginosis 
with oral metronidazole (preferred treatment) or oral clindamycin. 


REFERENCE: 


[1] Grennan T. Sexually Transmitted Infections. In: Compendium of Therapeutics Choices. Ottawa, ON: 
Canadian Pharmacists Association. https://myrxtx.ca. 

[2] Public Health Agency of Canada. Canadian Guidelines on Sexually Transmitted Infections (CGSTI). 
Government of Canada. Updated April 4, 2019. hitp://www.phac-aspc.gc.ca/std-mts/sti-its/cgsti-Idcits/index- 
eng.php. 

Bivan Schwalkwyk J, Yudin MH, et al. Vulvovaginitis: screening for and management of trichomoniasis, 
vulvovaginal candidiasis, and bacterial vaginosis. Journal of Obstetrics and Gynaecology Canada. 
2015;37(3):266-274. doi: 10.1016/51701-2163(15)30316-9. 


The correct answer is: Metronidazole 500 mg PO BID for 7 days 


Question #: 24 


ID: 55208 
Corect 


Y Fiag question 


aaa 


Question # 25 


The most appropriate therapy for treatment of trichomoniasis infection is: 


Select one: 


Metronidazole 0.75% PV 1 applicatorful daily for 5 days * 

Metronidazole w 

500 mg PO BID Rose Wang (ID: 113212) this answer is correct. Metronidazole 2 g as a single 

for T days PO dose or 500 mg PO BID for 7 days are the most appropriate 
recommendations for trichomoniasis infection. 


Fluconazole 150 mg PO as a single dose % 
Clindamycin 300 mg PO BID for 7 days % 


| Correct | 
Marks for this submission: 1.00/1.00. 
TOPIC: Sexually Transmitted Infections (STIs) 


LEARNING OBJECTIVE: 
To understand the treatment of trichomoniasis. 


BACKGROUND: 


Vaginitis with discharge is commonly caused by three different infections which lead to vaginal discharge: 
Trichomoniasis (caused by Trichomonas vaginalis), bacterial vaginosis (caused by Mycoplasma and 
Gardnerella vaginalis) and vulvovaginal candidiasis (VVC) (caused by Candida albicans). Trichomoniasis often 
has an off-white or yellow frothy discharge with an odour and itchiness, bacterial vaginosis often has a large 
amount of grey or milky discharge with a fishy odour but no itchiness, and VVC has a white clumpy and 
curdy discharge with itchiness but no odour. 


Treatment for trichomoniasis with oral metronidazole (2 g PO single dose or 500 mg PO BID for 7 days) is 
recommended. The only group that does not get treatment are asymptomatic pregnant women. Everyone 
else gets treatment (symptomatic or asymptomatic). Contacts do require treatment and sexual contact 
should be avoided until the patient has finished treatment and is asymptomatic. 


For bacterial vaginosis, antibiotic treatment with vaginal clindamycin (5 g PV daily for 7 days), oral 
clindamycin (300 mg PO BID for 7 days), vaginal metronidazole (5 g PV daily for 5 days; if 23 episodes/year 
then 5 g PV daily for 10 days then 5 g PV twice weekly for 4-6 months) or oral metronidazole (500 mg PO BID 
for 7 days; if 23 episodes/year 500 mg PO BID for 10-14 days; alternative is 2 g PO as a single dose). Oral 
clindamycin is an alternative option due to Gl side effects and risk for Clostridium difficile colitis. Vaginal 
clindamycin and vaginal/oral metronidazole are preferred treatments. Single-dose metronidazole has an 
increased risk of failure and increased risk for Gl side effects. 


For VVG, treatment involves intervaginal azoles such as clotrimazole (200 mg tablet PV x 3 days; 500 mg 
tablet as a single dose; 1 applicatorful of 1% cream daily for 6 days or 3 days if using 2% cream) or oral 
fluconazole (150 mg PO for one dose). 


RATIONALE: 
Correct Answer: 


* Metronidazole 500 mg PO BID for 7 days - Metronidazole 2 g as a single PO dose or 500 mg PO 
BID for 7 days are the most appropriate recommendations for trichomoniasis infection. 


Incorrect Answers: 


Metronidazole 0.75% PV 1 applicatorful daily for 5 days - Metronidazole topical therapy is not 
effective for trichomoniasis infection and is reserved for bacterial vaginosis. 


Fluconazole 150 mg PO as a single dose - Fluconazole is used for the treatment of vulvovaginal 
candidiasis (WO). 


Clindamycin 300 mg PO BID for 7 days - Clindamycin oral therapy is used for bacterial vaginosis 


TAKEAWAY/KEY POINTS: 


Trichomoniasis is treated with oral metronidazole (2 g PO single dose or 500 mg PO BID for 7 days) in 
symptomatic and asymptomatic patients (unless asymptomatic and pregnant). 


REFERENCE: 


[1] Grennan T. Sexually Transmitted Infections. In: Compendium of Therapeutics Choices. Ottawa, ON: 
Canadian Pharmacists Association. https://myrxtx.ca. 

[2] Public Health Agency of Canada. Canadian Guidelines on Sexually Transmitted Infections (CGSTI). 
Government of Canada. Updated April 4, 2019. http://www.phac-aspe.gc.ca/std-mts/sti-its/cgsti-Idcits/index- 


: screening for and management of trichomoniasis, 
vulvovaginal candidiasis, and bacterial vaginosis. Journal of Obstetrics and Gynaecology Canada. 
2015;37(3):266-274, doi: 10.1016/S1701-2163(15)30316-9, 


The correct answer is: Metronidazole 500 mg PO BID for 7 days 


1D: 55200 All of the following statements are correct regarding pelvic inflammatory disease (PID), EXCEPT: 


Corect 


Select one: 


Diagnosis involves clinical symptoms and elevated laboratory parameters % 
PID infection tends to be polymicrobial in nature involving gastro-urinal tract organisms * 


Outpatient managment {v 
involves ceftriaxone + 
gentamicin + clindamycin 


Rose Wang (ID:113212) this answer is correct. Gentamicin and 
clindamycin are reserved for more severe cases requiring 
inpatient management. 


Outpatient management involves ceftriaxone + doxycycline +/- metronidazole % 


| Correct | 
Marks for this submission: 1.00/1.00. 
TOPIC: Sexually Transmitted Infections (STIs) 


LEARNING OBJECTIVE: 
To understand the treatment of pelvic inflammatory disease (PID). 


BACKGROUND: 


PID is a variety of inflammatory disorders of the upper female reproductive tract. PID can be a polymicrobial 
infection that occurs when microorganisms from either the vagina or cervix traverse the sterile endometrium 
and ascend to the fallopian tubes. Risk factors include young females with multiple sexual partners, 
unprotected sexual intercourse, douching, bacterial vaginitis, sex while menstruating, smoking, and 
potentially intrauterine devices (however. this is unclear). The main pathogens responsible for PID are 
Chlamydia trachomatis and Neisseria gonorrhoeae. PID presents as abdominal pain, tenderness, vaginal 
discharge, dysuria, uterine and adnexal tenderness with mucopurulent endocervical exudate. There are no 
specific diagnostic tests that are specific and sensitive enough to diagnose PID; however, tenderness of the 
lower abdomen/uterine area with fever, increased leukocytes, and C-reactive protein can favor diagnosis. 


Treatment for PID is dependent on the severity of the disease. For outpatients, one regimen is treatment with 
cefoxitin 2 g IM x 1 dose + probenecid 1 g PO x 1 dose + doxycycline 100 mg PO x 14 days +/- 
metronidazole 500 mg BID PO x 14 days. Another regimen is ceftriaxone 250 mg IM x 1 dose + doxycycline 
100 mg PO x 14 days +/- metronidazole 500 mg BID PO x 14 days. Levofloxacin 500 mg daily PO x 14 days 
+/- metronidazole 500 mg BID PO x 14 days can also be used in the outpatient setting. 


In the inpatient setting, the preferred treatment is cefoxitin 2 g IV q6h + doxycycline 100 mg PO/IV (IV can be 
discontinued after 24 hours if clinical improvement and doxycycline continued for a total of 14 days). Another 
preferred treatment is clindamycin 900 mg IV q8h + gentamicin 2 mg/kg IV q8h (loading dose) and then 1.5 
mg/kg q8h or 5 mg/kg q24h (IV can be discontinued after 24 hours if clinical improvement and clindamycin 
450 mg PO QID or doxycycline 100 mg BID should be completed for a total of 14 days). 


RATIONALE: 


Correct Answer: 


* Outpatient management involves ceftriaxone + gentamicin + clindamycin - Gentamicin and 
clindamycin are reserved for more severe cases requiring inpatient management. 


Incorrect Answers: 


* Diagnosis involves clinical symptoms and elevated laboratory parameters - PID is diagnosed by 
the tenderness of the lower abdomen/uterine area with fever, increased leukocytes, and C-reactive 
protein 


PID infection tends to be polymicrobial in nature involving gastro-urinal tract organisms - 
Treatment for PID includes drug therapy to cover both N. gonorrhoeae and C. trachomatis; however, 
other organisms can be involved as well. 


Outpatient management involves ceftriaxone + doxycycline +/- metronidazole - First line option 
includes either cefoxitin 2 g IM as a single dose or ceftriaxone 250 mg IM as a single dose + 
doxycycline 100 mg BID for 14 days. Metronidazole is added to the regimen if bacterial vaginosis is 
suspected. 


TAKEAWAY/KEY POINTS: 


Depending on the severity of infection, PID treatment involves multiple antibiotics to target the poly- 
microorganisms that are involved. 


REFERENCE: 
[1] Grennan T. Sexually Transmitted Infections. In: Compendium of Therapeutics Choices. Ottawa, ON: 
Canadian Pharmacists Association. https://myrxtx.ca. 


[2] Public Health Agency of Canada. Canadian Guidelines on Sexually Transmitted Infections (CGSTI). 
Government of Canada. Updated April 4, 2019. http://www.phac-aspc.gc.ca/std-mts/sti-its/cgsti-Idcits/index- 
eng.php. 

[B] van Schwalkwyk J, Yudin MH, et al. Vulvovaginitis: screening for and management of trichomoniasis, 
vulvovaginal candidiasis, and bacterial vaginosis. Journal of Obstetrics and Gynaecology Canada. 
2015;37(3):266-274. doi: 10.1016/S1701-2163(15)30316-9. 


The correct answer is: 


utpatient managment involves ceftriaxone + gentamicin + clindamycin 


Question #: 26 


1D: 55206 
Correct 
Ẹ Flag 


Send Feedback 


A 35 year old female presents with symptoms consistent with secondary syphilis infection. She has a 
history of a penicillin and cephalosporin allergy with a rash and hives. She is not pregnant. 


The appropriate recommendation for the treatment of syphilis include: 


Select one: 
Ceftriaxone 1 g IM daily for 10 day X% 
Use a desensitizing protocol prior to initiating benzathine penicillin G ® 
Doxycycline 100mg PO v 


BID for 14 days Rose Wang (ID:113212) this answer is correct. Doxycycline is a good 
option for patients allergic to penicillin. 


Doxycycline 100 mg PO BID for 28 days X 


| Correct} 
Marks for this submission: 1.00/1.00. 
TOPIC: Sexually Transmitted Infections (STIs) 


LEARNING OBJECTIVE: 
To understand the treatment of syphilis in patients with a penicillin allergy. 


BACKGROUND: 


Genital ulcers involve genital herpes, syphilis, lymphogranuloma venereum (LGV), and chancroid. The two 
most common are genital herpes (caused by herpes simplex virus) and syphilis (caused by Treponema 
pallidum). 


Syphilis occurs by the penetration of bacteria through broken skin or mucous membranes from sexual 
contact. Presentation depends on which stage the patient is presenting with. Primary stage (3 weeks of 
incubation) is characterized by syphilis chancres (ulcers) that are firm, single, large, and painless. The ulcer is 
filled with spirochetes. Secondary stage (2 weeks to 6 months) involves rash, fever, malaise, and swollen 
lymph nodes. Untreated patients will have widespread skin lesions, and symptoms may disappear and 
reoccur for up to a year. Latent stage (early latent is < 1 year and late latent is > 1 year) is typically 
asymptomatic (with late latent not being infectious), and disease symptoms may not retum, or the patient 
can progress to the tertiary stage. Tertiary stage involves complications involving skin, bones, CNS (i.e., 
neurosyphilis), heart, blood vessels, liver, granulomas, and ophthalmic symptoms which may appear years 
after infection. 


Primary, secondary, and early latent syphilis can be treated with benzathine penicillin G 2.4 MU 
Intramuscularly (IM) for 1 dose only. Late latent, unknown duration, and tertiary (not involving CNS) should 
be treated with benzathine penicillin G IM 24 MU IM for 3 doses. The duration of syphilis will determine 
whether the patient gets 1 dose versus 3 doses of benzathine penicillin G. An alternative therapy for all 
stages of syphilis (except neurosyphilis) includes ceftriaxone 1 g daily IV or IM for 10 days, Doxycycline is 
another alternative that is used at doses of 100 mg PO BID for 14 days in primary, secondary, and early latent 
or 100 mg PO BID for 28 days for late latent, unknown duration, or tertiary (not involving CNS) syphilis. 


In neurosyphilis, due to the involvement of the CNS, adequate penetration of antibiotic therapy is required. 
Thus, the preferred treatment is Penicillin G (benzylpenicillin) IV 16-24 million units daily (divided in 3-4 
million units Q4H) for 10-14 days. An alternative for neurosyphilis is ceftriaxone 2 g daily IV or IM for 10-14 
days. 


In patients with penicillin and/or cephalosporin allergies, consider the use of doxycycline. For pregnant 
patients or patients with neurosyphilis, consider desensitizing protocol prior to initiating penicillin therapy. 


RATIONALE: 
Correct Answer: 


* Doxycycline 100 mg PO BID for 14 days - Doxycycline is a good option for patients allergic to 
penicillin 


Incorrect Answers: 


* Ceftriaxone 1 g IM daily for 10 days - The patient has an allergy to cephalosporins 


* Use a desensitizing protocol prior to 
if alternative treatments have failed. 


jating benzathine penicillin G - This is usually reserved for 


* Doxycycline 100 mg PO BID for 28 days - Based on the syphilis staging of the patient, the duration 
is too long. 


TAKEAWAY/KEY POINTS: 


In patients with penicillin and/or cephalosporin allergies, doxycycline can be used as an alternative therapy. 


REFERENCE: 


[1] Grennan T. Sexually Transmitted Infections. In: Compendium of Therapeutics Choices. Ottawa, ON: 
Canadian Pharmacists Association. https://mynxtx.ca. 


[2] Public Health Agency of Canada. Canadian Guidelines on Sexually Transmitted Infections (CGSTI). 
Government of Canada. Updated April 4, 2019. http://www. phac-aspc.gc.ca/std-mts/sti-its/cgsti-Idcits/index- 
eng.php. 


BB] van Schwalkwyk J, Yudin MH, et al. Vulvovaginitis: screening for and management of trichomoniasis, 
vulvovaginal candidiasis, and bacterial vaginosis, Journal of Obstetrics and Gynaecology Canada. 
2015;37(3):266-274. doi: 10.1016/S1701-2163(15)30316-9 


[4] Hicks CB, Clement M. Syphilis: Epidemiology, pathophysiology, and clinical manifestations in HIV- 
uninfected patients. In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


The correct answer is: Doxycycline 100 mg PO BID for 14 days 


Question #: 27 
1D: 55176 Treatment of bacterial vaginosis during pregnancy include all of the following, EXCEPT: 
Corect 
Fag question Select one: 
[sens Fessbece Treat symptomatic pregnant females * 


Use of oral metronidazole is preferred over vaginal gel * 


Use of vaginal clindamycin v 
is preferred over oral 
therapy 


Rose Wang (ID:113212) this answer is correct. Vaginal 
clindamycin therapy has been associated with adverse outcomes in 
newborns. 


Treat symptomatic pregnant females and treat asymptomatic high-risk pregnancies X 


| Correct} 
Marks for this submission: 1.00/1.00. 
TOPIC: Sexually Transmitted Infections (STIs) 


LEARNING OBJECTIVE: 
To understand the treatment of bacterial vaginosis in pregnancy. 


BACKGROUND: 


Vaginitis with discharge is commonly caused by three different infections which lead to vaginal discharge: 
Trichomoniasis (caused by Trichomonas vaginalis), bacterial vaginosis (caused by Mycoplasma and 
Gardnerella vaginalis), and vulvovaginal candidiasis (VVC) (caused by Candida albicans). Trichomoniasis often 
has an off-white or yellow frothy discharge with an odour and itchiness, bacterial vaginosis often has a large 
amount of grey or milky discharge with a fishy odour but no itchiness, and VVC has a white clumpy and 
curdy discharge with itchiness but no odour. 


Treatment for trichomoniasis with oral metronidazole (2 g PO single dose or 500 mg PO BID for 7 days) is 
recommended except in asymptomatic pregnant women. 


For bacterial vaginosis, antibiotic treatment with vaginal clindamycin (5 g PV daily for 7 days), oral 
clindamycin (300 mg PO BID for 7 days), vaginal metronidazole (5 g PV daily for 5 days; if 2 3 episodes/year 
then 5 g PV daily for 10 days then 5 g PV twice weekly for 4-6 months) or oral metronidazole (500 mg PO BID 
for 7 days; if > 3 episodes/year 500 mg PO BID for 10-14 days; alternative is 2 g PO as a single dose). Oral 
clindamycin is an alternative option due to Gl side effects and risk for Clostridium difficile colitis. Vaginal 
clindamycin and vaginal/oral metronidazole are preferred treatments. A single dose of metronidazole has an 
increased risk of failure and increased risk for Gl side effects. 


In pregnancy, treatment for bacterial vaginosis is important to prevent premature birth. Pregnant patients 
who are high-risk asymptomatic (e.g. preterm birth in the past) or symptomatic should be treated with 
systemic metronidazole or clindamycin instead of vaginal formulations. Vaginal clindamycin has been 
associated with side effects in newborns. Oral metronidazole is preferred, however clindamycin can also be 
used. 


For VVC, treatment involves intravaginal azales such as clotrimazole (200 mg tablet PV x 3 days; 500 mg 
tablet as a single dose; 1 applicatorful of 1% cream daily for 6 days or 3 days if using 2% cream) or oral 
fluconazole (150 mg PO for one dose). 


RATIONALE: 
Correct Answer: 


* Use of vaginal clindamycin is preferred over oral therapy - Vaginal clindamycin therapy has been 
associated with adverse outcomes in newborns. 


Incorrect Answers: 


Treat symptomatic pregnant females - This statement is correct. 


Use of oral metronidazole is preferred over vaginal gel - Although the cure rates with topical and 
oral therapy are similar, oral therapy has been shown to be effective for preventing preterm birth. 


Treat symptomatic pregnant females and treat asymptomatic high-risk pregnancies - This 
statement is correct. 


TAKEAWAY/KEY POINTS: 


In pregnancy, high-risk asymptomatic and symptomatic patients should be treated for bacterial vaginosis 
with oral metronidazole (preferred treatment) or oral clindamycin. 


REFERENCE: 


Question #: 28 


1D: 55196 
Corect 


Hag 


(sena reenact 


Ly wrennan 1, sexuany tansiimueu mecuer umpenuiun vr inerapeuuts troies: Vuawa, YIN. 
Canadian Pharmacists Association. https://myrxtx.ca. 


[2] Public Health Agency of Canada. Canadian Guidelines on Sexually Transmitted Infections (CGST). 
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The correct answer is: Use of vaginal clindamycin is preferred over oral therapy 


All of the following are correct statements regarding genital warts, EXCEPT: 


Select one: 
The goal is remaving symptomatic lesions but the recurrence can occur even with treatment X 
Transmission can be reduced by using condoms and vaccination to prevent genital warts X 
Podophyllotoxin 0.5% gel can be applied by the patient twice daily for 3 days then off for 4 days ® 
Physician applied cryotherapy isnot w 
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TOPIC: Sexually Transmitted Infections (STIs) 


LEARNING OBJECTIVE: 
To understand the management of genital warts. 


BACKGROUND: 


Genital warts are mainly caused by human papillomavirus (type 6 and 11). These warts can be transmitted 
through contact of infected skin and mucosa. Genital warts is mostly asymptomatic with multiple warts that 
are raised, asymmetrical and polymorphic in the genital area. There can also be occasional bleeding, itchiness 
and local discharge. For females, it can affect the cervix, vagina, vulva and anus. For males, it can affect the 
anus and penis. Risk factors include, multiple sexual partners, age < 25 in females, smoking, co-infection with 
HIV, substance abuse, unsafe sex (i.e. not using barrier methods) and sex workers. Diagnosis is completed 
through a pap smear. Recurrence can occur in 10% of treated individuals. 


Pharmacological treatment that patients can administer involves podophyllotoxin 0.5% gel which can be 
applied by the patient twice daily for 3 days then off for 4 days. The cycle can be repeated up to 4 weeks. 
Another option is Imiquimod 3.75% applied at bedtime for up to 8 weeks (the 5% cream which can be 
applied by the patient by rubbing cream three times weekly on alternate days for up to 16 weeks). This cream 
should be left on for 8 hours before washing off. Treatments that are physician administered include 
podophyllin 10-25% 1-2mL weekly for up to 6 weeks (washed off after 4-6 hours). Cryotherapy with liquid 
nitrogen is another option if refractory to topical treatment (with a high clearance rate of 79-88%). There is 
no universal standard, consideration for therapy includes patient preference, provider experience, cost and 
toxicity. Prevention of genital warts is accomplished by HPV vaccines such as Gardasil® and Cervarix®. 


RATIONALE: 
Correct Answer: 


* Physician applied cryotherapy is not recommended due to low efficacy - Cryotherapy has a high 
wart clearance rate of 79-88%. 


Incorrect Answers: 


* The goal is removing symptomatic lesions but the recurrence can occur even with treatment - 
The goal is removing symptomatic lesions but the recurrence can occur in up to 10% of patients even 
with treatment. 


* Transmission can be reduced by using condoms and vaccination to prevent genital warts - 
Transmission can be reduced by using condoms and HPV vaccination to prevent genital warts. 


+ Podophyllotoxin 0.5% gel can be applied by the patient twice daily for 3 days then off for 4 
days - This is a treatment option for genital warts. 


TAKEAWAY/KEY POINTS: 


There is no universal standard, consideration for therapy includes patient preference, provider experience, 
cost and toxicity. Some treatments are physician administered while others can be administered by patients. 
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The correct answer is: Physician applied cryotherapy is not recommended due to low efficacy 
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